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ObjectiveᄏThe Life Events Checklist is a brief screening instrument that is used for po-
tentially traumatic events such as accidents, disasters, sexual or physical assaults, or combat-
related exposures. The original English version was recently tested for reliability and validity 
and it showed good psychometric properties, and so its use is recommended for the assess-
ment of trauma. 
MethodsᄏThis study investigated the reliability and validity of a Life Events Checklist-
Korean version in 157 consecutive psychiatric outpatients at a university-affiliated teaching 
hospital. The questionnaire also included the Impact of Events Scale-Revised (IES-R), the 
Beck Depression Inventory (BDI), and the State and Trait Anxiety Inventory (STAI). Cor-
relation and principal component analyses were conducted. 
ResultsᄏThe four week test-retest reliability was good and the internal consistency was 
acceptable. In addition, the number of traumatic events was significantly correlated with the 
posttraumatic depressive and anxiety symptoms, which demonstrated the convergent validity 
of the scale. Additionally, exploratory factor analysis identified a six-factor structure that 
explained 57.2% of the total variance. 
ConclusionᄏThese findings support the reliability and validity of the Life Events Checklist-
Korean version. 
 
KEY WORDS: Life Events Checklist, Reliability, Validity, Trauma, Stressful Events, 
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The majority of people experience traumatic events in their lives. In the United
States, it is estimated that 56-90% of the adult population experience at least one 
traumatic event in their lifetime.
1-3 Likewise, one study on the Korean general pop-
ulation
4 demonstrated a similar rate of 79% among the adults living in an urban area,
and this supports the cross-cultural generalizability of traumatic experience. 
Not all the people who experienced traumatic events will later develop a posttrau-
matic stress disorder (PTSD), a psychiatric condition that involves the trauma-related
reexperience, intrusion, avoidance, and hyperarousal.
5 Among those who experience a 
traumatic event about 15-25% will go on to develop PTSD.
6 It should also be noted
that other psychopathologies along with PTSD may develop after traumatic events.
These conditions include, but are not confined to, major depressive disorder, substance
use disorder, and other anxiety disorders.
7,8 
To be diagnosed with PTSD according to the Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition (DSM-IV),
5 a person must first be exposed to (i.e., ex-
perience, witness, or be confronted by) potentially traumatic events (PTEs), (criterion 
A1) and then that person reacts to the event with fear, horror, or helplessness (criterion 
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prerequisites for establishing the diagnosis of PTSD. How-
ever, the literature indicates that among the areas of PTSD 
assessment, relatively less attention has been paid to the 
traumatic events (criterion A) than to the symptomatology 
(criteria B to D). 
To date, several scales have been used in clinical and 
research settings to assess general traumatic events. A 
recent survey of 227 trauma specialists revealed a dozen 
adult self-report instruments that are used for this pur-
pose.
9 However, only a few of these instruments, such as 
the Stressful Life Events Screening Questionnaire
10 and 
the Traumatic Life Events Questionnaire,
11 have undergone 
extensive testing for determining their psychometric so-
undness. The Life Events Checklist (LEC) was recently 
added to the list after Gray et al.
12 showed it had the ade-
quate test-retest reliability and good convergent validity. 
The LEC is the most widely used adult self-report 
tools for general PTEs
9 and it is routinely administered 
before a structured interview with the Clinician-admin-
istered PTSD Scale (CAPS), which is the “Gold Standard” 
tool for diagnosing PTSD.
13 In fact, the LEC was developed 
concurrently with and is embedded within the CAPS. 
This self-report checklist is used to assess exposure to 
PTEs before the structured interview.
14 
The LEC is composed of 17 items and each item re-
presents the domain of PTEs from natural disasters to 
other stressful events. A unique feature of the scale is that 
the LEC uses five nominal levels of responses: ‘happened 
to me’, ‘witnessed it’, ‘learned about it’, ‘not sure’, and 
‘does not apply’. As the DSM-IV A1 criteria include wit-
nessing and confronting the events in addition to person-
ally experiencing the events, the LEC is advantageous in 
that it elicits more responses than the other PTE meas-
ures, and these responses may that otherwise be overlooked. 
Although most attention has been directed to the psy-
chometry of the CAPS, the LEC has recently been proven 
to have sound psychometric properties.
12 Likewise, the 
Korean version of the CAPS showed excellent reliability 
and high validity
15; however, the psychometric properties 
of the LEC have not yet been studied. 
This study evaluated the psychometric properties that 
is, the reliability and the validity of the LEC-Korean ver-
sion (LEC-K). The factorial validity of the LEC-K was 






The data was gathered from 157 consecutive new psy-
chiatric patients (first come, first served) that visited 
the Outpatient Department of Psychiatry, Hanyang Uni-
versity Guri Hospital in Guri over a one-year period. 
All the new patients at the psychiatric outpatient de-
partment and who were given a DSM-IV diagnosis
5 by 
the attending staff psychiatrists were included in this 
study. Those patients who had not completed elementary 
school, as well as those who were judged not capable of 
completing questionnaires or giving a written informed 
consent, were excluded. Patients with mental retardation, 
neurological or cognitive impartment, or severe disorgani-
zation were also excluded. The initial screening identified 
194 patients who satisfied the study criteria. However, thir-
ty-seven patients (19.1%) refused to participate in the 
study, and so 157 patients were finally enrolled. 
 
Procedure 
On the first visit, while waiting for the formal consul-
tation, a staff nurse contacted the screened patients to 
describe the study and to obtain the written informed 
consent. Those who consented were given a question-
naire set; this was composed of the LEC,
14 the Impact of 
Events Scale-Revised (IES-R),
16 the Beck Depression In-
ventory (BDI),
17 and the State and Trait Anxiety Inventory 
(STAI).
18 Cross-cultural validation and reliability data 




Additionally, the clinical and socio-demographic in-
formation was obtained from the patients and their medical 
records. This study was approved by the institutional re-
search ethics board at Hanyang Unviersity Guri Hospital. 
 
Measures 
The LEC has 17 domains of potentially traumatic events 
(PTEs), and the responses to these items include expe-
riencing, witnessing, and learning about it. This format 
may enhance responses for PTEs, but in turn, ‘witnessing’ 
and ‘learning about it’ could be confusing to some re-
spondents. For this reason, our study analyzed the responses 
as a dichotomy, i.e., experience vs. no experience. Thus, 
witnessing and learning about the incident were both 
regarded as no experience. The two exceptions were items 
14 and 15, which specifically ask about witnessing the 
events. Therefore, witnessing these items was regarded 
as experiencing the event. 
The IES-R
16 is a 22-item questionnaire that measures 
the symptoms of PTSD, which is a representative psy-
chiatric illness that develops after the experience of the 
traumatic events. The BDI
17 is a widely used self-rating 
tool that measures depressive symptomatology. The scale 
has 21 items and the respondents are asked about various 
depressive symptoms over the previous week. The STAI
18 
has two separate components: the State Anxiety Inven-
tory (SAI) and the Trait Anxiety Inventory (TAI), and 
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person feels at the present time while the TAI assesses a 
person’s general disposition for anxiety. 
 
Statistical analysis 
The four week test-retest reliability was assessed with 
a non-random partial convenient sample (n=35) and Co-
hen’s kappa calculation.
22 The internal consistency of the 
LEC was evaluated using Cronbach alpha. The correlation 
between the total number of PTEs endorsed and the psy-
chological impact, the current depression, and the anxiety 
was sought for determining convergent validity. Further 
correlation with the demographic factors was assessed 
for determining the discriminant validity. 
For assessing the factorial validity, an exploratory prin-
ciple component analysis (PCA) with Varimax rotation 
was conducted. The number of factors was determined by 
the size of eigenvalues and the variance that was explained 
by each factor. All the data analyses were conducted using 
the Statistical Package for the Social Sciences (SPSS) 





The diagnostic distribution of the participants (n=157) 
included anxiety disorder (n=71, 45.2%), major depres-
sive disorder (n=35, 22.3%), adjustment disorder (n=17, 
10.8%) and others (n=34, 21.7%). The subjects were pre-
dominantly women (58.0%) and married people (58.6%). 
Most had completed high school or they had a higher edu-
cation (82.6%), and they were employed or they were home-
makers (75.2%). The mean age was 34.1 (SD=10.7) years. 
 
Reliability 
The four week test-retest reliability of the LEC-K varied 
with each item (Table 1). An outstanding Cohen’s kappa 
(above 0.08) was found for motor vehicle accident (Item 
3), physical assault (Item 6), and sexual assault (Item 
8). Less than moderate kappa (below 0.04) was found for 
life-threatening injury/illness (Item 12), sudden unex-
pected death of someone close (Item 15), and caused a 
serious injury/death of another person (Item 16). The ka-
ppa value was not calculated for the four items with too 
few responses i.e., exposure to toxic substance (Item 5), 
combat (Item 10), captivity (Item 11), and witness a vio-
lent death (Item 14). The mean kappa value for the test 
items was 0.619. The internal consistency of 17 items 
was shown by a Cronbach alpha value of 0.667. 
 
Convergent and discriminant validity 
The number of endorsed PTEs on the LEC was sig-
nificantly correlated with the scores of the IES-R (r= 
0.329, p<0.001), the BDI (r=0.285, p<0.001), the SAI 
(r=0.190, p=0.017), and the TAI (r=0.182, p=0.022). 
However, this was not correlated with status of religion 
(Spearman’s rho=0.024, p=0.770), the marital status 
(Spearman’s rho=0.071, p=0.381), or the level of educa-
tion (Spearman’s rho=-0.066, p=0.415). 
 
Factorial validity 
Exploratory PCA with Varimax rotation of the sample 
(n=157) identified six factors that explained 57.2% of 
the total variance: Factor 1 (Physical assault/others), Fac-
tor 2 (Accident/injury), Factor 3 (Natural disaster/wit-
nessing death), Factor 4 (Sexual abuse), Factor 5 (Crim-




In this study, the LEC-K displayed good reliability and 
validity, which supports the use of this scale for screening 
PTEs. Of the 13 items for which a kappa value could be 
calculated, 10 items were above the moderate level (0.04). 
This finding is consistent with the results of the original 
version,
12 including a similar rank order when sorted by 
the kappa value (e.g., sexual assault, physical assault and 
motor vehicle accident had the highest kappa values in 
both studies) and a similar mean value was found for all 
the items (0.62 in this study vs. 0.61 in the previous study). 
TABLE 1. The four week test-retest reliability of the LEC-K in a 
subsample (n=35) 
Items  Kappa  Number of reports 
01. Natural disaster  0.618  05 (14.3%) 
02. Fire/Explosion  1.000  02 (05.7%) 
03. Motor vehicle accident  0.886  17 (48.6%) 
04. Other serious accident  0.468  04 (11.4%) 
05. Exposure to toxic substance  NA*  01 (02.9%) 
06. Physical assault  0.822  29 (82.9%) 
07. Assault with a weapon  0.528  06 (17.1%) 
08. Sexual assault  0.819  14 (40.4%) 
09. Other unwanted sexual 





10. Combat  NA*  0 
11. Captivity  NA*  01 (02.9%) 
12. Life-threatening injury/illness  0.397  06 (17.1%) 
13. Severe human suffering  0.544  19 (54.3%) 
14. Witness violent death  NA*  02 (05.7%) 
15. Sudden, unexpected death 





16. Caused serious injury/death 





17. Other very stressful event  0.576  27 (77.1%) 
*Kappa was not computed because the variable was a con-
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High test-retest reliability has also been noted in the pre-
vious reports that were concerned with sexual or physical 
assault, and it has been suggested that these emotionally 
arousing events tend to amplify the memory.
23 
The item, ‘life-threatening injury/illness’ approached 
the standard level (0.39-0.40). However, two items did not 
meet the standard kappa value of 0.04: sudden, unexpected 
death of someone close (0.36) and caused serious injury/ 
death of another (0.37). A possible explanation for the for-
mer would be the ambiguity in defining ‘someone close’, 
and the low basal rates of experience may explain the 
latter. Given the fact that the original previous study sought 
to obtain one week temporal stability, the four week test-
retest reliability in this study could be more acceptable. 
However, the previous studies measured test-retest relia-
bility of PTEs at the longer intervals (e.g., more than a 
year), and these previous studies reported inconsistency 
of at least one traumatic events in 64-88% of the cases.
24-27 
Additionally, this study also examined the internal con-
sistency. The Cronbach alpha of 0.67 was above the lenient 
level of 0.60, but it was below the generally accepted limit 
(0.70). Additionally, some researchers have criticize the 
internal consistency analysis of PTE measurement; it has 
often been proposed that PTE exposure is not a unidi-
mensional construct.
28 
The convergent validity of the LEC-K was demonstrated 
with the significant correlation between the number of 
items endorsed and the measures of general symptoms 
(depression and anxiety) and the trauma-specific psycho-
pathology (psychological distress from a traumatic event). 
Depression and anxiety are known to be associated with 
traumatic life experiences.
29 Likewise, the discriminant 
validity was proved with no significant correlation with 
the demographic variables that were judged to be unre-
lated to the number of traumatic events. 
Exploratory factor analysis suggested a six factor-st-
ructure, which appears to fit the nature of traumatic events. 
Interestingly, non-specific, non-trauma-focused ‘other very 
stressful event’ and ‘severe human suffering’ were cate-
gorized with ‘physical assault’ (Factor 1: Physical as-
sault/others). The interpersonal nature of physical violence, 
which possibly arises in relationships with partners or 
TABLE 2. Principal component analysis* of Life Events Checklist (LEC)-Korean version (n=157)
Factor loading 
LEC Item 
1 2 3 4 5 6 
%† 
F a c t o r   1 :   P h y s i c a l   a s s a u l t / O t h e r s          
17. Other very stressful event  0.787  0.313          53.5 
13. Severe human suffering  0.621            35.7 
06.  Physical  assault  0.524        59.9 
F a c t o r   2 :   A c c i d e n t / i n j u r y          
12.  Life-threatening  injury/Illness    0.718       17.8 
04. Other serious accident    0.631          15.9 
02.  Fire/Explosion    0.617       06.4 
03. Motor vehicle accident    0.525          33.8 
Factor  3:  Natural  disaster/Witnessing  death         
01. Natural disaster      0.717        12.9 
15. Sudden unexpected death of someone close      0.629        29.9 
14. Witnessing sudden, violent death      0.615        05.1 
F a c t o r   4 :   S e x u a l   v i o l e n c e          
08. Sexual assault        0.778      14.0 
09. Other unwanted sexual experience  0.494      0.646      26.8 
F a c t o r   5 :   C r i m i n a l   a s s a u l t          
11.  Captivity       0.787    03.2 
07.  Assault  with  a  weapon       0.614  0.418  17.2 
16. Caused serious injury/Death of another  0.355        0.525    04.5 
F a c t o r   6 :   M a n m a d e   d i s a s t e r          
10.  Combat        0.812  01.3 
05.  Exposure  to  toxic  substance        0.702  03.8 
Eigenvalue 1.960 1.760 1.540 1.520 1.500 1.460  
Percent total variance  11.5000  10.4000  9.100 8.900 8.800 8.600  
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family members, may have caused ‘human suffering’ and 
the related other stressful events. There is also a possibility 
of ‘human’ translated in Korean may have a meaning of 
‘interpersonal’. Another point is that Factor 3 was a com-
bination of seemingly different events (i.e., natural disaster, 
witnessing sudden death). A large scale trauma such as a 
natural disaster may have provided more chances for 
witnessing deaths. 
The limitations of this study are as follows. First, we 
were unable to investigate the concurrent validity by com-
paring our measures with other established measures of 
PTEs, because the Korean language versions of the other 
instruments were not available. 
Second, this study did not investigate the whole range 
of possible responses, but rather, this was limited to the 
direct exposure experiences. This was intended for the 
convenience of analysis and the internal validity, i.e., con-
trolling the possible misapprehension and confusion over 
indirect exposures (e.g., media exposure). However, it 
should also be noted that having these multiple sources 
of exposure is an important merit of the LEC. 
Third, the LEC excludes the aspects of personal reaction 
to PTEs that are necessary to fulfill criterion A of trau-
matic events. Consequently, when a person reports a listed 
event on the LEC, it does not mean that the person reacted 
with intense fear, horror, or terror. In this context, the 
LEC should be used as a screening tool for PTEs. Finally, 
the findings from this study are confined to psychiatric 
patients and so further research is needed to generalize 
the results to the general population. 
Despite these weaknesses, this study confirmed the 
sound psychometric properties of the LEC-K. Therefore, 
the LEC-K can be easily administered for clinical popu-
lations as a screening tool for PTEs. This may in turn 
assist clinicians when they perform further trauma-relat-
ed assessment and patient treatment. 
 
REFERENCES 
1. Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttrau-
matic stress disorder in the National Comorbidity Survey. Arch Gen 
Psychiatry 1995;52:1048-1060. 
2. Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski 
P. Trauma and posttraumatic stress disorder in the community: the 1996 
Detroit Area Survey of Trauma. Arch Gen Psychiatry 1998;55:626-632. 
3. Norris FH. Epidemiology of trauma: frequency and impact of different 
potentially traumatic events on different demographic groups. J Consult 
Clin Psychol 1992;60:409-418. 
4. Eun HJ, Lee SM, Kim TH. The epidemiological study of posttraumatic 
stress disorder in an urban area. J Korean Neuropsychiatr Assoc 2001; 
40:581-591. 
5. American Psychiatric Association. Diagnostic and Statistical Manual 
of Mental Disorders (4th ed). Washington DC: American Psychiatric 
Association; 1994. 
6. Breslau N. The epidemiology of posttraumatic stress disorder: what is 
the extent of the problem? J Clin Psychiatry 2001;62 Suppl 17:16-22. 
7. Breslau N, Davis GC, Peterson EL, Schultz LR. A second look at 
comorbidity in victims of trauma: the posttraumatic stress disorder-
major depression connection. Biol Psychiatry 2000;48:902-909. 
8. Breslan N, Davis GC, Peterson EL, Schultz L. Psychiatric sequelae of 
posttraumatic stress disorder in women. Arch Gen Psychiatry 1997;54: 
81-87. 
9. Elhai JD, Gray MJ, Kashdan TB, Franklin CL. Which instruments are 
most commonly used to assess traumatic event exposure and posttrau-
matic effects?: a survey of traumatic stress professionals. J Trauma Stress 
2005;18:541-545. 
10. Goodman LA, Corcoran C, Turner K, Yuan N, Green BL. Assessing 
traumatic event exposure: general issues and preliminary findings for 
the Stressful Life Events Screening Questionnaire. J Trauma Stress 
1998;11:521-542. 
11. Kubany ES, Haynes SN, Leisen MB, Owens JA, Kaplan AS, Watson 
SB, et al. Development and preliminary validation of a brief broad-
spectrum measure of trauma exposure: the Traumatic Life Events 
Questionnaire. Psychol Assess 2000;12:210-224. 
12. Gray MJ, Litz BT, Hsu JL, Lombardo TW. Psychometric properties of 
the Life Events Checklist. Assessment 2004;11:330-341. 
13. Weathers FW, Keane TM, Davidson JR. Clinician-administered PTSD 
scale: a review of the first ten years of research. Depress Anxiety 2001; 
13:132-156. 
14. Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Gusman FD, Char-
ney DS, et al. The development of a Clinician-Administered PTSD 
Scale. J Trauma Stress 1995;8:75-90. 
15. Lee BY, Kim Y, Yi SM, Eun HJ, Kim DI, Kim JY. A reliability and 
validity of a Clinician-administered PTSD Scale. J Korean Neuropsy-
chiatr Assoc 1999;38:514-522. 
16. Weiss D, Marmar C. The Impact of Event Scale-Revised. In: Wilson J, 
Keane T, editors. Assessing psychological trauma and PTSD. New 
York: Guildford, 1997, p. 399-411. 
17. Beck AT. Depression: Clinical, Experimental, and Theoretical Aspects. 
NewYork: Harper & Row; 1967. 
18. Spielberg CD, Gorsuch RL, Lushene RE. Manual for the State-Trait An-
xiety Inventory. Palo Alto, California: Consulting Psychologist Press; 1970. 
19. Eun HJ, Kwon TW, Lee SM, Kim TH, Choi MR, Cho SJ. A study on 
reliability and validity of the Korean Version of Impact of Event 
Scale-Revised. J Korean Neuropsychiatr Assoc 2005;44:303-310. 
20. Lee YH, Song JY. BDI, SDS, MMPI-D A Study of the Reliability and 
the Validity of the BDI , SDS, and MMPI-D Scales. Kor J Clin Psychol 
1991;15:98-113. 
21. Kim JT. Relationship between trait anxiety and social relatedness. 
[dissertation]. Seoul: Korea University; 1978. 
22. Landis JR, Koch GG. The measurement of observer agreement for ca-
tegorical data. Biometrics 1977;33:159-174. 
23. van Giezen AE, Arensman E, Spinhoven P, Wolters G. Consistency of 
memory for emotionally arousing events: a review of prospective and 
experimental studies. Clin Psychol Rev 2005;25:935-953. 
24. Bramsen I, Dirkzwager AJ, van Esch SC, van der Ploeg HM. Consi-
stency of self-reports of traumatic events in a population of Dutch 
peacekeepers: reason for optimism? J Trauma Stress 2001;14:733-740. 
25. Hepp U, Gamma A, Milos G, Eich D, Ajdacic-Gross B, Rössler W, 
et al. Inconsistency in reporting potentially traumatic events. Br J 
Psychiatry 2006;188:278-283. 
26. Mills K, Teesson M, Darke S, Ross J. Reliability of self-reported trau-
ma exposure among people with heroin dependence: a longitudinal 
investigation. J Trauma Stress 2007;20:313-323. 
27. Southwick SM, Morgan CA 3
rd, Nicolaou AL, Charney DS. Consi-
stency of memory for combat-related traumatic events in veterans of 
Operation Desert Storm. Am J Psychiatry 1997;154:173-177. 
28. Netland M. Assessment of exposure to political violence and other potenti-
ally traumatizing events. A critical review. J Trauma Stress 2001;14:311-326. 
29. Breslau N, Davis GC, Andreski P, Peterson E. Traumatic events and 
posttraumatic stress disorder in an urban population of young adults. 
Arch Gen Psychiatry 1991;48:216-222.   